Laplane et al3 reported three patients (two after an episode of carbon monoxide poisoning and one after coma following a wasp sting) who had CT scans showing bilateral cavitation in the basal ganglia who had psychic akinesia and two of whom had a movement disorder. In their first case the patient showed stereotyped activities such as mental counting and this was sometimes accompanied by gesturing although it was difficult to tell if this was voluntary or involuntary. The patient also had chorea, tics and some Parkinsonism. Their third case had Parkinsonian signs. We wish to report a patient with cavitation in the region of the basal ganglia from an unknown cause who had a compulsion to move her hands simulating a typing exercise and who had no other form of movement disorder. She also displayed psychic akinesia. The patient is a 48 year old lady who was employed as a manageress of a card shop but was forced to resign owing to the consequences of her current illness. Her present complaints began 2 years ago and coincided with her mother's death; the patient thought that depression was the explanation for this illness. She had become apathetic, not rising till 1 p.m., and then watching television for the remainder of the day. She stopped doing any housework, shopping or social activities. She relinquished her previous interests, conversation became limited and so did her sense of humour. Her personal hygiene became poor and she had not had a bath for 18 months. One year previously she had begun to move her hands purposelessly. This was more obvious on the right than on the left. She could stop the movements happening for long periods if repeatedly asked to but if left to herself they would recur within a minute and persist. She said she found it comforting to move her fingers and described it as though she was practising typing exercises. The movements did correspond to the beginner's exercise a s d f space bar; 1 kj space bar. In other words the movements consisted of flexion of her fingers towards the palm of her hand in repeated sequences running from the little to the first finger and then the thumb. Despite finding this activity comforting she thought it was "dreadful" that she did it. The movements would stop if she used her hands so they were not at all disabling. Apart from these movements and the impression of moderately impaired intellectual function neurological examination was normal. Psychometry showed on the Wechsler a verbal IQ of 96 and a performance IQ of 76.
The patient and her family denied any possible episode of carbon monoxide poisoning.
Her CT scan (fig) demonstrates cavitation in the region of both caudate nuclei also involving the putamen at least on the right. Haematological and biochemical screen was normal as were thyroid function tests. Treponemal serology and antinuclear factor were negative. Copper, caeruloplasmin and slit lamp examination of her cornea were all normal. CSF examination showed a normal protein with no cells. Serum and CSF pyruvate and lactate levels were within the normal range.
Her diagnosis is unclear. Of the known causes of cavitation in the region of the caudate nucleus carbon monoxide poisoning and Wilson's disease have been excluded. Bilateral ischaemic lesions are possible. Leigh's syndrome was considered but her CSF, pyruvate and lactate were normal.
The pathology is not germane to the more interesting phenomenon of an abnormal caudate and putamen in a patient with a compulsive movement disorder. We cannot prove that the lesions seen on CT scan are the cause of the movement disorder but as this part of the brain has so much to do with abnormal movements it seems likely that it is involved.
